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HEALTH INSURANCE INFORMATION

POLICY NO.

SECTION I: YOUR INSURANCE

DENTAL INSURANCE COM PANY

Complete this section if your insurance is provided or available through your employer or a private policy maintained by you and not
the other parent. Section II is about the insurance provided by the other parent.

City , State, Zip Code

INSURANCE COMPANY' S ADDRESS: Street, Apt. or Unit No. (Address w here claims are mailed)

If YES, complete the fol low ing inf ormat ion.

DENTAL INSURANCE
NOYESDo y ou current ly have Dent al Insurance coverage?

NAM E(S) OF DEPENDENTS CURRENTLY COVERED BY DENTAL INSURANCE DEPENDENT' S POLICY NO.
1.

2.

6.

5.

7.

3.

4.

8.

Check here if names & policy numbers of addi tional dependents cov ered by Dental Insurance are l ist ed on a separat e sheet attached.

NONCUSTODIAL PARENT

BI-WEEKLY

CUSTODIAL PARTY

WEEKLY MONTHLYCHECK ONE: SEMI-MONTHLY
AM OUNT PAID BY EMPLOYERPREM IUM DEDUCTION AMOUNT

AMOUNT PAID BY YOU

POLICY NO.

HEALTH INSURANCE COM PANY

City , State, Zip Code

INSURANCE COMPANY' S ADDRESS: Street, Apt. or Unit No. (Address w here claims are mailed)

If YES, complete the fol low ing inf ormat ion.

HEALTH INSURANCE
NOYESDo y ou current ly have Healt h Insurance coverage?

NAM E(S) OF DEPENDENTS CURRENTLY COVERED BY HEALTH INSURANCE DEPENDENT' S POLICY NO.
1.

2.

6.

5.

7.

3.

4.

8.

Check here if names & policy numbers of addi tional dependents cov ered by Heal th Insurance are l ist ed on a separat e sheet attached.

LCSA Case No.:CSS 2111 (09/01/01)

State of California - Health and Human Services Agency

FULL NAME (First , Middle, Last, Suffix )

Department of Child Support Services

BI-WEEKLYWEEKLY MONTHLYCHECK ONE: SEMI-MONTHLY

BI-WEEKLYWEEKLY MONTHLYCHECK ONE: SEMI-MONTHLY

AM OUNT PAID BY EMPLOYERPREM IUM DEDUCTION AMOUNT

AMOUNT PAID BY YOU

BI-WEEKLYWEEKLY MONTHLYCHECK ONE: SEMI-MONTHLY

BI-WEEKLYWEEKLY MONTHLYCHECK ONE: SEMI-MONTHLY
AM OUNT PAID BY EMPLOYERPREM IUM DEDUCTION AMOUNT

AMOUNT PAID BY YOU

BI-WEEKLYWEEKLY MONTHLYCHECK ONE: SEMI-MONTHLY



POLICY NO.

VISION INSURANCE COMPANY

City , State, Zip Code

INSURANCE COMPANY' S ADDRESS: Street, Apt. or Unit No. (Address w here claims are mailed)

If YES, complete the fol low ing inf ormat ion.

VISION INSURANCE
NOYESDo y ou current ly have Vision Insurance coverage?

NAM E(S) OF DEPENDENTS CURRENTLY COVERED BY VISION INSURANCE DEPENDENT' S POLICY NO.
1.

2.

6.

5.

7.

3.

4.

8.

Check here if names & policy numbers of addi tional dependents cov ered by Vision Insurance are list ed on a separate sheet at tached.
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City , State, Zip Code

INSURANCE COMPANY' S ADDRESS: Street, Apt. or Unit No. (Address w here claims are mailed)

LCSA Case No.:

VISION INSURANCE

NOYES If YES, complete t he f ollow ing
informat ion.

Does the ot her parent current ly prov ide Vision Insurance coverage f or the children or you?

City , State, Zip Code

VISION INSURANCE COMPANY

City , State, Zip Code

DENTAL INSURANCE

NOYES If YES, complete t he f ollow ing
informat ion.

Does the ot her parent current ly prov ide Dental Insurance coverage f or the children or you?

DENTAL INSURANCE COM PANY

INSURANCE COMPANY' S ADDRESS: Street, Apt. or Unit No. (Address w here claims are mailed)

SECTION II: OTHER PARENT'S INSURANCE

HEALTH INSURANCE COM PANY

HEALTH INSURANCE

NOYES If YES, complete t he f ollow ing
informat ion.

Does the ot her parent current ly prov ide Heal th Insurance coverage f or the children or you?

INSURANCE COMPANY' S ADDRESS: Street, Apt. or Unit No. (Address w here claims are mailed)

BI-WEEKLYWEEKLY MONTHLYCHECK ONE: SEMI-MONTHLY
AM OUNT PAID BY EMPLOYERPREM IUM DEDUCTION AMOUNT

AMOUNT PAID BY YOU

BI-WEEKLYWEEKLY MONTHLYCHECK ONE: SEMI-MONTHLY

CSS 2111 (09/01/01)


